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ABSTRACT 
The objective of this study is to determine the factors that contribute to low MMC uptake with 
the aim of proposing strategies to improve MMC demand creation for older adult males (20-
39 years). By employing a qualitative research methodology, the study explores the factors and 
barriers that contribute to the low MMC uptake of adult males aged between 20 to 39 years in 
order to understand the situation from the perspective of the participants. A purposive sampling 
method was used to select 24 participants. Individual in-depth interviews were conducted with 
four Provincial Programme Managers from the National and the Gauteng Provincial 
Department of Health. Two focus-group discussions were also conducted with 20 adult males 
aged 20 to 39 years.  
The data collected were analysed, categorised, synthesised and decoded. The results of the 
research were explained well comprising the narratives of the participants. The main findings 
show that there are various contextual, individual and community factors contributing to the 
low MMC uptake. The study also found that the MMC programme does not review MMC 
communication messages consistently and continuously and demand creation strategies for 
adult males in the age group 20 to 39 years.  
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CHAPTER 1: BACKGROUND AND INTRODUCTION 
1.1 INTRODUCTION  
South Africa has the largest population of people living with the Human Immunodeficiency 
Virus (HIV) in the world (Shishana et al., 2012), with approximately 6, 4 million people living 
with HIV (South African National AIDS Council, 2014). A 2012 survey estimated national 
HIV prevalence among all ages at 12.2% (Shisana et al., 2012). Intergenerational sex, multiple 
concurrent partners, low condom use, low rates of male circumcision and gender inequality are 
the key drivers of the epidemic (Weiss, Hankins & Dickson, 2009). In 2007, South Africa was 
identified by the Joint United Nations Programme on HIV/AIDS (UNAIDS) and the World 
Health Organisation (WHO) as one of the priority countries in eastern and southern Africa 
targeted for medical male circumcision (MMC) scale-up (George et al, 2013; UNAIDS 2011). 
In view of the aforementioned, the South African Government has actively engaged in the 
scale-up of MMC to prevent additional new HIV infections. MMC reduces men’s risk of 
becoming infected through heterosexual intercourse by approximately 60% (Auvert et al., 
2005). In 2010, a MMC programme was initiated as a part of the country’s HIV prevention 
strategy. In South Africa, evidence has been generated that indicates that circumcision is not 
only effective in clinical trials, but also has a population level effect and can significantly 
reduce HIV incidence (WHO 2012; Auvert et al., 2013).  
The government of South Africa has adopted MMC as an important component of its national 
HIV/AIDS prevention strategy. In accordance with the mission statement of the National 
Department of Health (NDoH) (2014), South Africa is targeting the improvement of health 
through the prevention of illnesses and the promotion of healthy lifestyles. This is to be 
achieved by consistently improving the healthcare delivery system by focusing on efficiency, 
quality and sustainability. 
Hankins, Forsythe & Njeuhmeli (2011) indicate that it is important to promote awareness of 
MMC as a protective factor for HIV to encourage men to be circumcised and increase MMC 
rates (Kebaabetswe et al., 2003). However, an MMC evaluation study has found that, despite 
high acceptability of MMC in The Southern African Development Community (SADC) 
countries for infants and men, the scale-up of MMC was relatively low. 
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Subsequently, in 2012, the NDoH developed a national strategy designed to coordinate a 
comprehensive MMC strategy. The NDoH is responsible for policy development, oversight 
and implementation of the MMC programme in South Africa. The cornerstones of the HIV 
prevention response in South Africa include HIV Counselling and Testing, condom 
distribution, MMC, prevention of mother-to-child transmission, management of sexually 
transmitted infections and tuberculosis, as well as scale-up of antiretroviral therapy. The South 
African National Strategic Plan for HIV, STIs and Tuberculosis (NSP 2012-2016) outlines 
South Africa’s national strategy for responding to HIV, sexually transmitted infections and 
tuberculosis over the next five years. MMC is implemented as part of a comprehensive package 
of sexual and reproductive health services that have the potential to reduce the number of new 
HIV infections greatly (NSP 2012-2016). The Strategic Plan for the Scale-up of MMC in South 
Africa, 2012 -2016 sets an ambitious target of performing 4.3 million circumcisions by 2016 
(NDoH, 2012-2016). 
In the last few decades, significant progress has been made in MMC as one programme 
improving population health outcomes, with MMC demonstrated to be one of the most cost-
effective methods available for preventing new HIV infections. In 2007, the WHO 
recommended MMC as an important HIV prevention strategy and identified priority countries 
for MMC scale-up (Carrasco, Nguyen, Genari & Kaufman, 2016). Currently, it is estimated 
that 46, 4% of all males (over the age of 15) in South Africa have been circumcised.  
The South African MMC programme performed nearly 1, 8 million male circumcisions 
between 2010 and 2014 (Health Policy Project (2014). While programme growth has been 
robust to date, this figure represents only 43% of the current 4, 3 million target expected to be 
completed by 2016. In order to stimulate scale-up, the South African government set an 
ambitious goal for 2015 of performing 1, 6 million circumcisions. This nearly doubles the 
cumulative number of circumcisions performed through 2014.  
By 2011, the progress towards the achievement of MMC targets has varied greatly from 
country to country. The achievement of 43% of its MMC target places South Africa in the 
middle of the 14 priority countries, which are scaling up circumcision. Countries such as 
Tanzania, Kenya and Ethiopia have made tremendous progress, whereas countries such as 
Namibia, Malawi and Zimbabwe have made minimal progress towards achieving their targets. 
Refer to Figure 1.1 below: 
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Figure 1.1: Progress towards MMC Achieving Targets Set in 2011 
Source: WHO. Voluntary Medical Male Circumcision for HIV Prevention in 14 Priority Countries in 
East and Southern Africa, July 2015, page 2. 
 
In the next section, the research problem of the study is outlined. 
1.2  RESEARCH PROBLEM 
There is a dire need for effective HIV/AIDS prevention strategies in South Africa; yet MMC 
service uptake (as a prevention strategy) amongst older adult males in many communities has 
been low. Reasons for low demand and low uptake of the service have not been well understood 
and it might vary significantly across the geographical landscape of South Africa. 
Shishana et al. (2012) posit that fewer than 40% of uncircumcised men in South Africa 
indicated that they would consider undergoing circumcision. However, the demand for MMC 
does vary by age group, with almost 60% of South Africa males between 15 and 25 indicating 
that they would consider MMC, as compared to 37% in the 25-49 year age group and 11% of 
those over 50 years of age. 
In the South African context, where HIV prevalence is high, widespread MMC coverage will 
be an effective tool in gaining control of the spread of the epidemic. However, due to the widely 
varying social, cultural and economic context of different communities in the country, it is vital 
that South Africa (SA) continues the scale-up of MMC as part of the HIV prevention package 
offered to clients at health facilities. Tailor-made MMC demand creation strategies for adult 
men are required to scale-up MMC. 
Various community and individual factors affect the demand for MMC. For example, there is 
a lack of cultural acceptability of MMC. In addition, individual barriers to the demand for 
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MMC include fear of pain during and after surgery, concern about the long healing period, 
financial and opportunity costs of seeking our MMC services and the potential for 
complications and adverse events.  
However, it has been estimated through mathematical modelling (Njeuhmeli et al., 2011) that 
4,3 million MMCs are needed in South Africa to achieve 80% male circumcision by 2015, 
which could avert more than 1 million HIV infections between 2011 and the end of 2015. It is 
therefore imperative to understand the factors that influence the uptake and demand for MMC 
amongst adult males.  
According to The Joint Review of HIV, TB and PMTCT Programmes (2013), MMC has not 
reached enough men. This was mainly attributed to the doctor-centred approach adopted by the 
MMC programme.  
Evens et al. (2014) identify the following health systems barriers that affect male circumcision 
uptake: transport costs, inadequate clinic facilities, lack of equipment and supplies, and an 
insufficient number of trained providers.  
Community-level factors include a lack of cultural acceptability and poor integration of 
traditional and medical circumcision practices. The main stimuli for MMC demand seem to be 
health reasons as stated by (Justman et al., 2013), peer pressure (Bertrand et al., 2011) and the 
influence of female intimate partners (Nieuwoudt, Frade, Rech & Taljaard, 2012). 
Up-scaling MMC could contribute to averting millions of HIV infections in Southern and 
Eastern Africa, but shortages of health professionals are likely to limit progress. Potential 
responses to this human resource challenge include task-shifting, task-sharing, temporary 
redeployment of public-sector staff during MMC campaigns, expansion of the health 
workforce through recruitment of unemployed, recently retired, newly graduated or on-leave 
healthcare workers, and the use of foreign volunteer medical staff (Hankins et al., 2011). 
Hatzold et al. (2014) have identified that MMC uptake varies by age group among men who 
reported that they were not willing to be circumcised. The most frequently cited barrier to 
circumcision was fear of pain during the procedure (56, 3% among men aged >25 and 47% 
among men aged <25 years). Peltzer, Onoya, Makonko and Simbayia (2014) state that amongst 
men between 15-24 years old, 45,7% indicated that they would consider being circumcised, 
compared to 28,3% among 25-49 year-old males. 
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Ledikwe et al. (2014) have identified that low demand for the MMC procedure has been a 
major barrier to achieving circumcision targets, while weak supply chain management systems 
and the lack of adequate financial resources with a heavy reliance on donor support have also 
adversely affected scale-up. They further indicate that health systems strengthening initiatives 
and innovations have progressively improved MMC service delivery, but an understanding of 
the contextual barriers and the facilitators of demand for the procedure is critical in reaching 
targets.  
George et al. (2014) argue that context-specific MMC services are imperative to ensure 
maximum scale-up. Implementers, therefore, need to understand the drivers of MMC uptake 
and demand creation strategies for older men whilst remaining cognisant of the fears and 
negative attitudes and perceptions of MMC. 
In order to address the problem, the study describes contextual, individual and community 
factors that influence the demand for MMC amongst adult males who include fear of potential 
adverse events, cultural and religious concerns, requirements for voluntary counselling and 
testing, fear of potential adverse events, and access to and quality of MMC services. In addition, 
the study will propose strategies to improve MMC uptake amongst adult males aged 20-39 
years in the Gauteng Province.  
Section 1.3 contains the central theoretical statement of the study. 
1.3 CENTRAL THEORETICAL STATEMENT  
Bandura (1994) contends that learning occurs in a social context with a dynamic and reciprocal 
interaction of the person, environment, and behaviour. Furthermore, the unique feature of 
Social Cognitive Behaviour Theory (SCT) is the importance on social influence and its 
importance on external and internal social reinforcement.  
SCT is based on the premise that “behaviours, environmental influences, and beliefs are highly 
interactive and dependent” (Kalichman, 1998). The framework identifies three main sources 
of influence on people’s attitudes, perceptions and intentions to act and their ability to carry 
out their intentions. Personal (or individual), behavioural and environmental (or social) 
determinants are included. Therefore, the key SCT concept of reciprocal determinism means 
that a person can be an agent of change or a respondent to change. 
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SCT provides a framework for consideration of the broader context of MMC, including the 
social, cultural and historical constructs in which individuals find themselves making choices. 
The theory takes into account a person's past experiences, which factor in whether behavioural 
action will occur. These past experiences influence reinforcements, expectations, and 
expectancies, all of which shape whether a person will engage in a specific behaviour and the 
reasons why a person engages in that behaviour. SCT reflects how individuals acquire and 
maintain behaviour, but also considers the social environment in which individuals carry out 
the behaviour. The basic premise of SCT is that people not only learn through their own 
experiences, but also by observing the actions of others and the results of those actions 
(Kalichman, 1998).  
The framework will provide a unique context for investigating the factors influencing uptake 
of MMC for men aged 20-39 years of age in urban, rural and peri-urban settings. Understanding 
the influence of individual factors and the community in which they live, including social, 
cultural and environmental factors, is imperative.  
1.4  RESEARCH MAIN OBJECTIVE  
The main objective of this study is to determine the factors that contribute to low MMC uptake 
amongst adult males in Gauteng province in order to propose guidelines to improve MMC 
demand creation for older adult males (20-39 years). 
1.5 SPECIFIC RESEARCH OBJECTIVES 
The study aims to address the following specific objectives: 
 To determine the factors contributing to the low MMC uptake amongst adult males 
aged 20-39 years in the Gauteng Province. 
 To investigate the perceptions of provincial MMC programme managers responsible 
for the programme in the Gauteng Province as well as adult males to gain an 
understanding of the factors that influence their decision to undergo MMC.  
 To propose guidelines to improve MMC demand creation for older adult males (20-39 
years). 
1.6 RESEARCH QUESTION 
Which factors contribute to the low MMC uptake among adult males aged 20 to 39 years in 
the Gauteng Province and how may guidelines be proposed to improve demand creation?  
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1.7  SIGNIFICANCE OF THE STUDY 
According to Sgaier et al. (2016), the public health system needs new approaches and 
interventions to attract and motivate men to be circumcised. A systematic approach and 
framework to improve demand for MMC has been recommended. The four components of this 
approach are (1) increased emphasis on generating insights into the factors that drive or limit 
men’s motivation and ability to undergo MMC; (2) developing an advanced and 
comprehensive portfolio of demand generation solutions based on these insights; (3) 
implementing a proven portfolio of interventions at scale and in a coordinated manner to 
achieve high levels of coverage; and (4) robust measurement and evaluation on which 
interventions work and should be scaled up to drive greater efficiency and effectiveness within 
programmes. Equally important is to know which behaviour change interventions are not 
effective. Only a few evaluations of MMC demand generation interventions have been 
published to date, which highlights the need for greater evidence (Sgaier et al., 2016).  
Various HIV/AIDS prevention strategies are being implemented in South Africa. One of the 
reasons why MMC has been performed in South Africa is for religious or traditional purposes. 
However, this study focuses specifically on MMC as an HIV prevention strategy. According 
to Njeuhmeli et al. (2011), by April 2011, more than 150 000 circumcisions had been 
conducted, with an estimated one new HIV infection averted for every five MMCs.  
The study provides information that will assist health planners in implementing guidelines to 
increase demand creation and address the factors that affect the demand and uptake of MMC 
amongst men aged 20-39 years. 
1.8 DELIMITATIONS OF THE STUDY 
The study is limited to adult males between 20 and 39 years of age. The study sample that was 
used was small, namely from Region G in the Gauteng Province, South Africa. In view of this 
fact, the results cannot be generalised to the entire population, including men from other 
regions/districts in South Africa. 
1.9 OPERATIONAL DEFINITIONS 
1.9.1 Medical Male Circumcision 
Male circumcision is the surgical removal of the foreskin – the retractable fold of tissue that 
covers the head of the penis. The inner aspect of the foreskin is highly susceptible to HIV 
17 
 
infections. Trained health professionals can safely remove the foreskin of infants, adolescents 
and adults (medical male circumcision) (WHO, 2011). 
1.9.2  Demand creation 
Demand refers to the level of interest or motivation to access services and obtain the procedure 
on the part of the population prioritised for MMC (Bertrand et al., 2011). 
1.10 OUTLINE OF CHAPTERS  
Chapter 1: Background and introduction  
Chapter 2: Factors influencing the low MMC uptake among adult males  
Chapter 3: Research methodology 
Chapter 4: Results and discussion 
Chapter 5: Summary, conclusions and recommendations  
 
 
 
 
 
  
18 
 
CHAPTER 2:  FACTORS THAT CONTRIBUTE TO LOW MMC UPTAKE 
AMONGST ADULT MALES   
2.1 INTRODUCTION 
South Africa has the biggest and highest-profile HIV epidemic in the world, with an estimated 
6, 4 million people living with HIV in 2015 (UNAIDS Gap report, 2016). Additionally, in 
2015, South Africa recorded 380 000 new infections and 180 000 South Africans died from 
AIDS-related illnesses. Key drivers of the epidemic include intergenerational sex, multiple 
concurrent partners, low condom use, low rates of male circumcision, and gender inequality 
(Weiss et al., 2009; Exavery et al., 2015). 
In sub-Saharan Africa, men aged between 20 and 39 years are at the highest risk for contracting 
HIV (UNAIDS 2013). Medical male circumcision (MMC) is one of the combination 
prevention interventions geared towards achieving zero new HIV infections. Male 
circumcision is one of the oldest and most common surgical procedures worldwide.  
In 2005, research emerged suggesting that MMC is a cost-effective method for reducing men’s 
risk of becoming HIV infected through heterosexual intercourse by 60% (Auvert et al., 2005). 
Based on this overwhelming evidence, the South African Government introduced MMC as an 
HIV prevention intervention in 2010 (SANAC, 2011). Evidence has been generated in South 
Africa, which shows that circumcision not only is effective in clinical trials, but also has a 
population level effect and can significantly reduce HIV incidence (WHO 2012; Auvert et al., 
2013). 
This led the South African government to roll out a national MMC programme rapidly, which 
aimed to reach 80% of HIV-negative men (4, 3 million) by 2016. According to Auvert et al. 
(2005), male circumcision is associated with various cultural factors, including religious 
sacrifice, rites of passage into adulthood, and the promotion of hygiene. 
Three randomised controlled trials conducted in Uganda, Kenya and South Africa between 
2002 and 2006 demonstrated the efficacy of MMC to protect men partially against HIV 
infection acquired through vaginal sex. In these trials, infection rates in medically circumcised 
men were 50-60% lower than those among the uncircumcised group. As a result, services are 
now scaled up in 14 sub-Saharan countries, including Kenya (Evens et al., 2014).  
Section 2.2 highlights the situation regarding MMC for HIV prevention. 
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2.2 VOLUNTARY MEDICAL MALE CIRCUMCISION FOR HIV PREVENTION 
In November 2011, the WHO and UNAIDS launched the Joint Strategic Action Framework to 
Accelerate the Scale-Up of Voluntary Medical Male Circumcision for HIV Prevention in 
Eastern and Southern Africa, 2012–2016. The joint framework outlined key strategic pillars 
and activities for the expansion of MMC to contribute towards the global goal of “getting to 
zero” new HIV infections. 
In 2007, WHO and UNAIDS recommended that MMC be included as part of a comprehensive 
HIV prevention strategy, which includes HIV testing and counselling; treatment for STIs the 
promotion of safer sex practices; and the distribution of condoms as well as their correct and 
consistent use. Furthermore, in 2011, UNAIDS emphasised the need to reach older men in 
order to achieve the 80% coverage target and to maximise the population-wide prevention 
benefits of MMC.  
To prevent additional new HIV infections, the South African Government has actively engaged 
in the scale-up of MMC, given that MMC has been shown to be an extremely cost-effective 
strategy for preventing HIV infections. Therefore, in 2010, South Africa initiated an MMC 
programme as a part of the country’s HIV prevention strategy. By 2012, the NDoH developed 
a national strategy designed to coordinate a comprehensive MMC strategy. This strategy, the 
“Strategic Plan for the Scale-up of MMC in South Africa, 2012-2016” set an ambitious target 
of performing 4, 3 million circumcisions by 2016 (NDoH, 2012-2016).  
Between 2010 and the end of 2014, South Africa had completed only 1,8 million circumcisions, 
leaving 2,5 million circumcisions still to be performed in 2015 and 2016. 
South Africa has the largest population of people living with HIV in the world. In order to 
prevent additional HIV infections, the South African Government has actively engaged in the 
scale-up of MMC. In 2010, after medical male circumcision had been shown to be an extremely 
cost-effective strategy for preventing HIV infections, South Africa initiated a medical male 
circumcision programme as a part of the country’s HIV prevention strategy. The South African 
National Department of Health developed a national strategy to scale up and coordinate the 
MMC programme MMC (National Department of Health 2012-2016). This strategy sets an 
ambitious target of performing 4, 3 million circumcisions by 2016. 
Understanding the factors influencing uptake of MMC is essential to meeting these targets. 
According to George et al. (2015), MMC is linked to perceptions of masculinity and male 
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gender identity including sexual health, sexual performance and pleasure, possible risk 
compensation and self-identity. Findings highlight the need to understand how these 
perceptions of sexual health and performance affect men's decisions to undergo circumcision 
and the implications for the uptake of MMC. Furthermore, George et al. (2015) also highlight 
the need for individualised and contextualised information and counselling that can identify, 
understand and address the perceptions men have of MMC, and the impact they believe it will 
have on them.  
The Strategic Plan for the Scale-up of Medical Male Circumcision in South Africa, 2012-2016, 
attempts to bring together several documents and guides to form a comprehensive strategy for 
MMC. South Africa began providing MMC as an HIV-prevention strategy in 2010, and great 
advances have been made in the programme to date. With the largest number of men to 
circumcise in the world (4,3 million), the MMC programme in South Africa has tremendous 
potential to make a significant public-health impact by preventing large numbers of new HIV 
infections and saving countless lives. A well-coordinated and strategic approach is needed that 
brings together the various stakeholders involved in the MMC programme. This plan aims to 
bring these various approaches together to accelerate the scale-up of MMC, including 
developing plans for a sustainable approach to MMC. Sustainability requires the initiation of 
discussions about the process for long-term maintenance of male circumcision coverage, 
including health system integration of early infant and adolescent male circumcision, and 
sustainable country financing to ensure the health impact and economic gains of this 
intervention become a permanent fixture in South Africa (Medical Male Circumcision Media 
and Information Hub, 2016)  
Policy makers and programme planners interested in moving services to scale are faced, 
however, with decisions about which populations to prioritise (new-borns, adolescents, adults, 
men at higher risk of HIV exposure such as those in zero-discordant couples), what service 
delivery models to use (fixed, outreach, mobile), which human resources to deploy (physicians, 
clinical officers, nurses), how to create demand and match supply to it, and what speed of scale-
up is both desirable and feasible (Hankins, Forsythe & Njeuhmeli, 2011). 
Results from this study will assist the South African Government in assessing the factors that 
influence the uptake of MMC as well as providing information about scaling up the MMC 
programme and determining the allocation of resources for the programme. This analysis will 
also support the NDoH, development partners and implementing partners to understand drivers 
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of MMC uptake better. Furthermore, the results of the study provide information that will assist 
health planners in designing effective strategies directed towards dealing with factors that 
hinder the uptake of MMC. 
2.3 REGIONAL AND INTERNATIONAL PERSPECTIVES 
Between 2010 and early 2015, the South African MMC programme performed approximately 
1, 9 million medical male circumcisions (Dankie & Leboga, 2015). While the programme’s 
growth has been robust, this figure represents only 43% of the current target of 4, 3 million 
MMCs completed by 2016. In order to stimulate scale-up, the South African government set 
an ambitious goal of performing 1, 6 million circumcisions in 2015 alone. This nearly doubles 
the cumulative number of circumcisions performed through 2014.  
In an effort to accelerate progress, South Africa undertook a modelling exercise to determine 
whether circumcising specific client age groups or geographic locations would be particularly 
impactful or cost-effective. HIV prevalence in South Africa is estimated at 12, 25 (all ages) 
and fewer than half (46, 4%) of men aged 15-49 report being circumcised (Kripke et al., 2016). 
The authors conducted a study, populating the Decision Maker’s Program Planning Tool, 
Version 2.0 (DMPPT 2.0) with HIV incidence projections from the Spectrum/AIDS Impact 
Module (AIM) as well as national and provincial population and HIV prevalence estimates.  
Furthermore, the team derived baseline circumcision rates from the 2012 South African 
National HIV Prevalence, Incidence and Behaviour Survey, and the model revealed that 
circumcising men aged 20-34 offers the most immediate impact on HIV incidence and requires 
the fewest circumcisions per HIV infection averted. Geographically, the programme is cost 
saving in all provinces; differences in the MMC programme’s cost-effectiveness across 
provinces were obscured by uncertainty in HIV incidence projections (Kripke et al., 2016). A 
number of Health Ministries from various sub-Saharan African countries have included MMC 
as part of their HIV/AIDS prevention strategies since 2007 (UNAIDS 2013).  
The WHO and UNAIDS Joint Strategic Action Framework to Accelerate the Scale-Up of 
Voluntary Medical Male Circumcision for HIV Prevention in Eastern and Southern Africa, 
(2012-2016), published in 2011, presents a joint five-year framework for use by Ministries of 
Health and diverse country, regional, and global stakeholders to accelerate the scale-up of 
MMC in selected priority countries of Eastern and Southern Africa. 
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The progress towards the achievement of MMC targets has varied greatly from country to 
country. The achievement of 43% of its target places South Africa in the middle of the 14 
priority countries that are up-scaling circumcision. Countries such as Tanzania, Kenya and 
Ethiopia have made tremendous progress, whereas countries such as Namibia, Malawi and 
Zimbabwe have made minimal progress towards achieving their targets (WHO, 2011) 
Moreover, Hatzold et al. (2014) mention that MMC demand-creation messages need to be 
specifically tailored for different ages and should emphasize non-HIV prevention benefits, such 
as improved hygiene and sexual appeal, and need to address men’s fear of pain. Promoting 
MMC among women is crucial, as they appear to have considerable influence over men’s 
decision to be circumcised. 
Malawi is considered as one of the countries in sub-Saharan Africa with high HIV prevalence, 
as well as where the majority of males are not circumcised. However, even though male 
circumcision is now considered a proven public health intervention, its widespread introduction 
in countries such as Malawi, where communities either circumcise males using traditional 
methods or do not circumcise at all, is an issue that requires careful consideration. In view of 
this, several stakeholders’ consultations have been held in the country to examine the 
applicability of the research findings to the Malawian context and to inform the best way 
forward with regard to male circumcision for HIV prevention in Malawi (National AIDS 
Commission, 2012).  
According to Rupfutse et al. (2014), a lot of effort and resources have been invested in the 
MMC programme, which was introduced in Zimbabwe in 2009 with the aim of circumcising 
1 200 000 men between 15 and 29 years by the year 2015. The circumcision is conducted at 
static or outreach sites, primarily district and provincial hospitals, while outreach services are 
delivered at clinics.  
2.4 CONTEXTUAL, INDIVIDUAL AND COMMUNITY FACTORS THAT INFLUENCE 
THE DEMAND FOR MMC AMONGST ADULT MALES  
A study by Nieuwoudt et al. (2012) highlights that some males were hesitant to seek MMC 
because they distrusted government clinics or had had bad service experiences in other 
contexts, e.g. long queues or rude service. The distance to MMC services was a factor for males 
requiring transport to return home after surgery and for follow-up visits, due to cost.  
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2.4.1 Provincial perspective/picture (Gauteng) 
It furthermore states that MMC is rated as one of the most cost-effective HIV prevention 
strategies with long-term public health benefits. 
In Gauteng, medical male circumcisions have increased from 94 059 in 2012 to 132 095 in 
2013, marking an upward trend in the programme as highlighted in The Draft Gauteng Multi-
Sector HIV Report (2011-2014).  
MMC is a priority intervention aimed at prevention of HIV and other sexually transmitted 
infections. This intervention forms part of HIV prevention programmes used in combination 
with other barrier methods like condoms. The Gauteng Department of Health states that an 
estimated 112 896 males were circumcised during the 2015/16 financial year and the target of 
300 000 could not be achieved (Gauteng Department of Health Annual Report, 2015-2016). 
In addition, the report highlights that poor data management and verification by sub-districts 
on HIV counselling and demand creation remain a challenge in increasing the uptake on MMC 
and contracting of private providers (Gauteng Department of Health Annual report 2015-2016) 
In the following table, an excerpt from the annual report (Gauteng Department of Health) is 
provided, depicting MMC statistics between April 2014 and March 2016.  
Table 2.1: Annual MMC Report  
Performance 
indicator 
Actual 
Achievement 
2014/2015 
Planned target 
2015/2016 
Actual 
achievement 
2015/2016 
Deviation from 
planned target 
Medical male 
Circumcision 
139 093 151 082 112 794 38 288 
Medical Male  
Circumcision 
2012/ 2013 Planned target 
2013/2014 
Achievement Deviation 
 422 262 600 000 331 668 268 332 
Source: Gauteng Department of Health Annual Report 2015-2016, page 36. 
The factors contributing to low MMC uptake are explored in section 2.4.1. 
2.4.1 Factors contributing to low MMC uptake 
Creating demand for MMC is a key component of HIV prevention in 14 priority countries with 
high HIV prevalence in Eastern and Southern Africa. The MMC demand-generation effort 
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faces unique challenges, as research suggests that men are less likely than women to seek 
healthcare. Furthermore, MMC is a “hard sell”, because it requires healthy men to undergo a 
surgical procedure involving appreciable discomfort and inconvenience, which offers only 
partial protection against an uncertain (and often unacknowledged) individual HIV risk. 
Additionally, while circumcision is a centuries-old practice with established cultural and 
religious significance as well as sensitivity, its ability to reduce risk of HIV and other sexually 
transmitted infections for males has only recently become recognised. Scaling up of MMC 
therefore, requires reorienting long-held beliefs to include an appreciation of its protective 
health benefits (Rupfutse et al., 2014).  
Thus far, the main demand creation strategies for MMC programmes have consisted of mass 
media campaigns, such as radio programmes (Lissouba et al., 2010); community mobilisation 
activities, including engagement with local community leaders in Kenya (Mwandi et al., 2011); 
poster campaigns and loudspeaker announcements in communities in Tanzania (Curran et al., 
2011); the organisation of block parties and door-to-door informational visits in South Africa 
(Lissouba et al., 2010); mobile MMC clinics that bring service closer to the customer, and 
MMC campaigns at strategic times of the year, such as during the school holidays (Lissouba et 
al., 2010). 
 The following specific factors contributing to low MMC uptake are discussed below. 
2.4.1.1 Culture 
While ethnic, cultural and religious identities strongly influence rates and timing of 
circumstances, the acceptability of MMC is high across sub-Saharan Africa, including hyper-
endemic countries. A review of acceptability studies has found that 69% of women were in 
favour of circumcision for their partner, and 71% of men and 81% of women were willing to 
circumcise their sons (Westercamp & Baily, 2007). Despite this high level of acceptability, low 
demand for MMC, especially among older men, is seen as a key reason for the low rates of 
circumcision (Chinkhumba, Godlonton & Thornton, 2014; Sgaier et al., 2014).  
2.4.1.2 Pain and fear 
The results of a study conducted in the Mazowe District in Zimbabwe reveal that reasons for 
not getting circumcised given by the uncircumcised respondents were fear of pain (42, 1%); 
long abstinence period (30, 3%); being too old for circumcision (14, 9%); possibility of partner 
infidelity during the abstinence period (6, 3%); being HIV positive (5, 5%); and fear of reduced 
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sexual performance post circumcision (4, 3%). Four (1, 6%) uncircumcised respondents 
reported that they did not want to be circumcised as they had heard about people dying during 
traditional circumcision ceremonies (Rupfutse et al., 2014).  
2.4.1.3 HIV Testing 
Sub-Saharan Africa is home to 70% of those living with HIV globally (UNAIDS, 2013). 
Within Africa, the southern region has been hit hardest by the epidemic. In fact, all hyper-
endemic countries (countries with an adult HIV prevalence greater than 15%; UNAIDS, 2014) 
are located in Southern Africa. These are currently Botswana, Lesotho, South Africa, 
Swaziland and Zimbabwe (WHO, 2014). Two goals address the HIV epidemic in hyper-
endemic countries for the period 2015 to 2030. 
The US President’s Plan for AIDS Relief (PEPFAR) initiative helps to save lives of those 
affected and infected from HIV/AIDS around the world. Created by President George W. Bush 
in 2003, this historic commitment is the largest by any nation to combat a single disease 
internationally. PEPFAR investments also help to alleviate suffering from other diseases across 
the globe. These are driven by a shared responsibility among donor and partner nations as well 
as others to make smart investments to save lives and the organisation has several 
implementing partners in South Africa. 
If effectively implemented, MMC is plausibly a high cost beneficial intervention to address the 
HIV epidemic as it has been shown to be efficacious in preventing new HIV infections and 
while MMC targets men, after some delay, rates of infection in women also reduce 
substantially as fewer of their sexual partners are infected. In addition, MMC is a one-off 
intervention that lasts for life, in contrast to antiretroviral drugs that have to be administered 
continuously (Geldsetzer et al., 2015).  
2.4.1.4 Traditional leadership 
According to Sgaler et al. (2015), many countries have found that engaging with traditional 
leaders can provide reassurance to MMC candidate that being circumcised will not change their 
ethnic, religious or cultural identity. The authors mention that in Malawi, early and on-going 
engagement with leaders of traditionally non-circumcising communities has been instrumental 
in mobilising community level support for the MMC programme and in encouraging males to 
undergo circumcision. In eastern Uganda, safe male circumcision was promoted among 
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traditionally circumcising communities through the “Be the Pride of your Tribe” campaign, 
which engaged religious and tribal leaders as well as healthcare providers.  
2.5 THEORETICAL FRAMEWORK 
The study examines the factors that contribute to the low uptake of MMC guided by the SCT 
as the theoretical framework. As stated by Bandura (1994), the SCT identifies three main 
sources of influence on people’s attitudes, perceptions and intentions to act and their ability to 
carry out their intentions. These are individual determinants, behaviour and environmental or 
social factors. SCT suggests, “behaviours, environmental influences, and beliefs are highly 
interactive and dependent” (Kalichman, 1998). 
It is important to understand the interrelationship and interaction of these factors as well as how 
they influence an individual’s decision to consider MMC. Therefore, the relationship between 
the factors can positively or negatively influence a man’s decision to undergo MMC and should 
is an important considerations for MMC programme planning. 
The framework allows for the understanding and consideration of the broader social, 
environmental, cultural and historical contexts individuals live and work when they make 
decisions and therefore are applicable to the factors that contribute to the low uptake of MMC 
in men aged 20-39 years of age.  
SCT identifies that a relationship and interaction between an individual’s behaviour, 
environment and beliefs influences their health seeking behaviour. The uptake of MMC can be 
increased if the MMC programme identifies these influences and uses them to guide positive 
health-seeking behaviour. Beliefs, individual behaviour and the environment influence the 
decision of men to consider MMC and the study identifies the factors that influence the uptake 
of MMC in this context. 
2.6 SUMMARY 
Emergent literature studies abound, endeavouring to measure how amenable men are to MMC, 
in different countries. In addition, factors that may contribute to their interest or disinterest to 
be circumcised should be considered so that strategies may be devised for the consistent and 
continuous programme implementation to increase the demand for MMC. 
The literature review revealed that that the factors that contribute to the low MMC uptake of 
adult males aged between 20-39 years, include culture, religion, lost income, pain, fear, HIV 
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testing, long queues and social support. The environment in which public health programmes 
operate and their beneficiaries live is complex and evolving and demand for MMC changes 
accordingly. A robust, dynamic approach is therefore required to address the factors 
contributing to low MMC uptake and generate increased demand.  
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CHAPTER 3: RESEARCH DESIGN AND METHODOLOGY  
3.1 INTRODUCTION 
This chapter presents an outline of the research design and methodology that underpins the 
investigation into the factors that contribute to the low MMC uptake in Gauteng Province of 
males aged between 20-39 years. An outline of aspects such as population and sampling 
procedure, research instruments, data analysis and methods to ensure reliability and validity as 
well as ethical procedures is offered. 
3.2  RESEARCH DESIGN  
The research design refers to the overall strategy chosen to integrate the different components 
of the study in a coherent and logical way, thereby ensuring that the researcher will effectively 
address the research problem (De Vaus, 2001; Trochim, 2006).  
Yin (2014) posits that a research design constitutes the logical consequence that connects 
empirical data to a research projects’ initial research question and ultimately to its conclusions. 
The author further depicts a research design as the “blueprint” for research. 
This study employs a descriptive research design. Descriptive designs help provide answers to 
who, what when, where and how associated with a particular research problem. Descriptive 
designs cannot conclusively ascertain answers to why questions. Lambert and Lambert (2014) 
contend that the goal of qualitative descriptive studies is a comprehensive summarization, in 
everyday terms, of specific events experienced by individuals or groups of individuals. 
Qualitative descriptive studies are the least ‘theoretical” and the least encumbered studies, 
compared to other qualitative approaches, by a pre-existing theoretical or philosophical 
commitment (Lambert & Lambert, 2014).  
3.3 RESEARCH METHOD 
A qualitative research method was utilised in this research study to determine the factors that 
contribute to the low MMC uptake of males aged between 20-39 years.  
Qualitative research requires the use of qualitative data to understand and explain social 
phenomena (Saunders, Lewis &Thornhill, 2009). Qualitative research methods obtain 
participants’ explanations, views and experiences. Sources of qualitative research include 
open-ended questions, written comments, focus-group discussions, literature and observations. 
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The qualitative research method was deemed appropriate for the study as the study aimed to 
understand the situation from the perspective of the participants.  
The qualitative research method was regarded as suitable to this study as it allowed the 
researcher to again the perspectives of the participants concerning the factors that contribute to 
the low MMC uptake of males aged between 20 and 39 years. This study is contextual in that 
the factors that contribute to the low MMC uptake will be studied in the Gauteng Province of 
South Africa. Qualitative research is interested in understanding the meaning people construct 
about their own experiences of their world. The current research was aimed at determining the 
factors that contribute to the low MMC uptake of males aged 20-39 years, as well as to propose 
strategies to improve uptake. 
Clarke and Jack (1998) posit that qualitative research is a way of describing an event in its 
context and is useful for investigating complex, new or relatively unexplored areas. A central 
tenet of the qualitative approach is that researchers cannot be truly neutral or detached from 
data generation and analysis. Qualitative data may be analysed manually or via computer 
software. However, irrespective whether the data are managed manually or electronically, the 
researcher interprets the data through processes aimed at identifying recurring themes and/or 
patterns that are then clustered into increasingly abstract levels for groupings (Jeanfreau & 
Jack, 2010)  
In the next section, the target population of the study is outlined. 
3.4 POPULATION 
According to Banerjee & Chaudhury (2010), a population for a research study may comprise 
groups of people defined in many different ways. In descriptive studies, it is customary to 
define a study population and then make observations on a sample taken from it. Study 
populations may be defined by geographic location, age, sex, with additional definitions of 
attributes and variables such as occupation, religion and ethnic group (Banerjee & Chaudhury, 
2010).  
The population for this study comprised 1) adult males aged between 20-39 years; and 2) MMC 
programme managers from the Provincial Department of the Gauteng Province.  
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3.5  SAMPLE AND SAMPLE PROCEDURE 
3.5.1 Sampling of Programme Managers 
A purposive sampling methodology was used for the study. This sampling method involved 
the sample being drawn from the part of the population that is close at hand, readily available 
and convenient.  
A purposive sample was drawn from the population, which includes four MMC programme 
managers from the Provincial Department of Health and 20 adult males aged 20-39 in Gauteng 
province. These localities are easily accessible and the researcher is familiar with the Gauteng 
Province, as she has worked extensively with the MMC programme at national and provincial 
levels. Purposive sampling was deemed appropriate because it enabled the researcher to focus 
on participants with similar experiences.  
MMC programme managers are senior managers that have a good understanding of the MMC 
programme in the province and will be able to inform the researcher of the factors that influence 
the low uptake of MMC amongst adult males aged 20-39 years.  
3.5.2 Sampling of uncircumcised adult males in focus-group discussions 
Adult males that are uncircumcised will be able to identify and discuss the factors that influence 
their decision to undergo MMC. The MMC procedure was described to each male participant 
before asking about his circumcision status and participants self–reported their circumcision 
status. Hewett et al. (2012) conclude that studies that rely on self-reports of MMC status have 
generally accurate for males (conversely they note that the self-reporting of women about their 
husbands and other male sex partners are more frequently inaccurate). 
Twenty participants formed part of this study. The outcomes of the focus groups inform MMC 
demand creation strategies for MMC scale-up and inform MMC programme planning.  
What follows below is a description of the research tools that were devised and used, as well 
as the rationale for using these particular data-gathering tools. The research instruments 
included focus-group discussions and individual interviews.  
3.6  RESEARCH INSTRUMENTS  
The key research instruments included individual in-depth interviews with provincial and 
district managers and focus groups with uncircumcised males aged 20-39. The two focus 
groups consisted of adult males from urban and peri-urban areas.  
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3.6.1 Sampling of programme managers 
An interview guide was used containing a list of questions or topics that was covered during 
the interview. Provincial and district programme managers have the relevant expertise and 
understand the reasons that influence the decision in adult males not to get circumcised, as well 
as how this affects the MMC programme targets, demand creation strategies and the HIV 
prevention efforts in Gauteng Province.  
3.6.2 Sampling of uncircumcised adult males in focus-group discussions 
The role of the researcher in focus-group discussions was observing, listening, probing, 
moderating, analysing and understanding the thought processes of participants. De Vos, 
Strydom & Delport (2005) mention that an advantage of using focus-group interviews, unlike 
individual interviews, is that more people are required at a lower cost. Literature reveals that 
the disadvantages of focus-group interviews are that samples are small and may not be 
representative. Moreover, all the participants must meet in the same place at the same time, 
which is particularly difficult if potential participants live in a geographically vast region 
(Creswell, 2010). Individual in-depth interviews were conducted with the four provincial and 
district MMC programme managers responsible for the programme in Gauteng Province to 
provide insight into the factors that influence the uptake of the MMC adult males (20-39 years).  
3.7 DATA ANALYSIS 
Data analysis can present a number of challenges for the researcher, as the researcher has to 
make sense of the data and find a description to illustrate the concept. Data analysis involves a 
description of the phenomena and is mainly interpretive, with the main aim to write objective 
accounts of lived experiences.  
Data were analysed using Nvivo, a Qualitative Data Analysis (QDA) computer software 
package. The software reduces a great number of manual tasks and gives the researcher more 
time to discover tendencies, recognise themes and derive conclusions (Wong, 2008). Hilal & 
Alabri (2013) describe Nvivo software as having an advantage in managing data and ideas, 
querying data, modelling visually and reporting. 
In terms of the programme manager interviews, all interviewees were asked the same basic 
questions in the same order. An open-ended format was used to word the questions. Best & 
Khan (2003) state that exact wording and sequence of questions are pre-determined in advance. 
Qualitative researchers usually use interviews and documentary analysis as methods of data 
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collection (De Vos et al.). All the interviews were audio recorded and transcribed and translated 
verbatim into English where required. The transcripts were coded and entered into Nvivo. 
Codes were grouped into categories and emerging themes were then identified using thematic 
analysis.  
3.8  INCLUSION AND EXCLUSION CRITERIA 
Inclusion criteria identified for the interviews with uncircumcised males include adult 
uncircumcised males between the ages of 20 to 39 years. According to Jeanfreau and Jack 
(2010), qualitative studies form the basis for evidence-based practice among health 
professionals as they allow the researcher to explore meanings and interpretations of constructs 
rarely observed in quantitative research. Furthermore, adult males of other age groups have 
been excluded as the focus of this study was on improving MMC demand creation in the 
particular age bracket (20-39 years).  
In addition, MMC Programme Managers from the National Department of health in Gauteng 
were included in the study as they lead HIV/AIDS prevention programmes in the province and 
are knowledgeable about the aspects related to MMC. They have first-hand experience of the 
MMC processes and issues, which makes them rich informants.  
3.9 VALIDITY AND RELIABILITY 
According to Cohen et al. (2011), by ensuring reliability in the interview environment, the 
researcher must have a highly structured interview, with the same format and questions for 
each participant.  
The researchers conducted interviews with programme managers. Each respondent was asked 
the exact same questions. The reliability of the data received from the interviews with the 
programme managers was ensured, as the researcher transcribed them immediately after the 
actual interview.  
Validity refers to the degree of congruence between the explanations of phenomena and the 
realities of the world. The researcher ensured that the meanings were correctly understood and 
interpreted. According to Cohen (2011), the most practical way for achieving validity is to 
minimise the amount of bias as much as possible. To ensure validity, qualitative researchers 
use multi-method strategies. Cresswell et al. (2010) note that recording precise, almost literal 
and detailed descriptions of people and situations (low-inference descriptions), also enhance 
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validity. A tape recorder was also used to record participants to enhance validity. Subsequently, 
the validity for this study was enhanced through a multi-method strategy for data collection.  
Reliability refers to the consistency, stability and repeatability of results. The result of a 
researcher is considered reliable if consistent results have been obtained in identical situations 
but different circumstances (Twycross & Shields, 2004). 
To ensure reliability, the researcher used interview guides as a measuring instrument to 
interview different focus groups. In the case of qualitative studies, reliability refers to the 
dependability of the results, or whether the results are consistent with the data collected 
(Merriam, 1998). Therefore, when qualitative researchers refer to validity and reliability, they 
usually refer to research that is trustworthy (Cresswell, 2010). 
3.10 ETHICAL CONSIDERATIONS 
Research ethics refers to the set of widely accepted moral principles and rules that guide 
research. Research ethics prevent research abuses by placing emphasis on the humane and 
sensitive treatment of respondents and participants (Strydom, 2005). Participants were briefed 
about the nature of the study and appropriate informed consent was obtained. According to 
Mpahlele (2009), informed consent indicates that participants take part in the study voluntarily, 
while it also gives them the opportunity to understand the nature of the study fully, their 
obligations and the dangers involved. Interviewees will remain anonymous and personal details 
and affiliations will be kept strictly confidential. The relevant authorities (national and 
provincial) were informed and their permission sought to conduct the study. The confidentiality 
of the information was emphasised.  
The researcher informed participants (both programme managers and uncircumcised males) of 
their rights to participate and that their responses would be treated anonymously. Participants 
were made aware that they could withdraw from the process at any stage. Each participant 
provided verbal informed consent prior to the commencement of the study. Verbal consent was 
sought in view of the fact that (1) the study was minimal risk; (2) the data collection instruments 
did not require disclosure of identifying information; and (3) a written signature would provide 
the only link between the participant and the study therefore verbal consent ensured greater 
confidentiality for participants. By approval of the national and provincial authorities, the 
researcher documented participant consent by signing and dating the informed consent forms 
after obtaining verbal consent. The consent forms contained information that made it possible 
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for participants to seek clarity of the research purpose and question items. It contained the 
name, e-mail address and phone number of the researcher. It was possible therefore for 
participants to seek clarity with the researcher and to track the researcher where there was a 
need. 
3.11 SUMMARY 
This chapter discussed the research methodology, research design, research instrument, 
sampling data analysis and research ethics used in this study to gain an understanding about 
the factors that contribute to the low MMC uptake of adult males aged 20-39 in the Gauteng 
Province. A qualitative research method was followed. The research instruments applied 
include focus-group discussions conducted with adult uncircumcised males (20-39 years) as 
well as MMC programme managers. 
In order to establish the applicability of the research results, the researcher took steps to ensure 
the reliability and validity of the study while also taking into account ethical aspects. 
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CHAPTER 4: RESULTS AND DISCUSSION 
4.1 INTRODUCTION 
The purpose of this chapter is to present the research findings, which consist of an analysis and 
presentation of the data that emerged from the in-depth individual interviews with the MMC 
programme managers and two focus-group discussions with adult males aged 20-39 years. 
According to Trochim (2006), qualitative data analysis is primarily an inductive process of 
organising data into categories, and identifying patterns and relationships between categories. 
Moreover, qualitative analysis is a relatively systematic process of coding, categorising and 
interpreting data to provide explanations of a single phenomenon of interest. Subsequently, the 
in-depth individual interviews with programme managers were analysed in terms of these 
based on the main objective of the study. Therefore, the data constructed in the current study 
were aligned. 
4.2  DEMOGRAPHIC DATA FOR RESPONDENTS 
4.2.1 Focus groups with uncircumcised males (20-39) 
The focus-group discussion with uncircumcised adult males included the collection of a 
number of demographic variables, including age, home language, employment status and level 
of education. 
The focus-group respondents were asked how old they were at their previous birthdays. Figure 
4.1 depicts the focus-group respondents’ ages. 
Figure 4.1: Age of focus-group respondents 
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The focus-group respondents’ ages ranged between 20 and 39. Kripke et al. (2016) indicate 
that an MMC strategy focusing on men aged 15-34 will maximise programme benefits. 
However, because clients older than 25 access VMMC services at lower rates, South Africa 
needs to consider how to promote demand, especially among men aged 25-34 (without denying 
services to those in other age groups). The focus group, as indicated in the above figure, covers 
both younger men and older men. The average age of the participants was 29 years of age. 
In total, 14 of the twenty respondents (70%) from the focus groups were Zulu speaking and 
well represented in the sample. The study results highlight the need for MMC context-specific 
information to reach out to men. This will enable better understanding of the procedure and 
address negative perceptions and beliefs about MMC. Knowledge deficits regarding MMC, 
including the benefits of MMC, contribute to low uptake (Chiringa et al., 2016). 
Figure 4.2 represents the highest level of education obtained by respondents from the focus-
group discussion. Eleven respondents (55%) passed Grade 7-9 and seven (35%) Grades 10-12. 
The level of education of the participants can contribute to better health-seeking behaviour and 
health decision making. Zimmerman, Woolf & Haley (2012) state that education is critical to 
social and economic development. It also has a profound impact on population health. 
Figure 4.2: Highest level of education achieved among focus-group respondents 
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Focus-group participants noted that they had to be ready to take up employment at any time, 
and therefore would find it difficult to take time off from work to manage the healing period 
and possible complications. Thus, they regarded this as a major barrier. Concerns about 
spending time away from work were significant, especially amongst older men who were the 
sole breadwinners in a family. Their families depended on their earnings and the work was 
mostly available on a casual basis. If they did not work, they would have no alternative means 
of income. 
In both focus groups, participants had knowledge and a perception of traditional circumcision, 
which influenced the way MMC was perceived. Participants were aware that men were 
traditionally circumcised in their communities. Respondents noted that that they knew men 
who had undergone traditional circumcision as part of their cultural identify through social 
interactions with various cultural groups and living in a diverse community. Another issue that 
emerged through informal discussions was that the participants noted that they were aware of 
deaths and complications associated with traditional circumcision.  
There were negative connotations attached to traditional circumcision and medical male 
circumcision by both focus groups with most informed through the negative media reports of 
traditional circumcision in South Africa. Young and older men were concerned about 
deformities, infections after the procedure, risk of dying and pain. 
In the following sections, findings represent men through self-reporting who are not 
circumcised traditionally or medically. 
4.2.2 In-depth individual interviews with programme managers 
The four in-depth individual interviews with district, provincial and national managers 
analysed the level of experience of the participants. This analysis helped to contextualise the 
findings of the study and informed the recommendations for MMC programme planning and 
implementation to improve MMC uptake.  
From the in-depth interviews, three (75%) of the participants had more than 10 years’ 
experience working on the MMC programme at national, provincial and district level (the 
fourth programme manager had 6-10 years’ experience). This is indicative of the level of the 
skills, knowledge and understanding of the MMC programme an in-depth understanding and 
experience of the constraints, challenges and opportunities faced by the MMC programme.  
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4.3 FACTORS THAT CONTRIBUTE TO LOW MMC UPTAKE 
The responses gained through focus-group discussion with adult males and individual in-depth 
interviews with national, provincial and district programme managers responsible for the MMC 
programme produced a number of common themes that are discussed in this chapter.  
The following codes are used: Adult Males for the first focus-group discussion (AM1); 
participants who participated in the second focus-group discussion (AM2); and Programme 
Managers (MMCPM1-4) 
The common themes emerged as data were coded and sorted to identify similarities and 
variations in the responses that interviewed participants had conveyed concerning the factors 
that may contribute to low MMC uptake in adult males. In this section, the researcher presents 
the data as they relate to the objectives of this study. 
4.3.1 Focus groups with uncircumcised males (20-39) 
4.3.1.1 Fear of pain and adverse events 
Study participants shunned MMC due to fear of pain, complications and side effects – 
amputations, excessive bleeding and deformity of the penis. This is further strengthened 
through reports from friends and relatives that shared their experience of MMC. This would 
scare off those who had have not undergone MMC. 
The negative perception of adverse events continues to affect the uptake of MMC.  
AM 1:  
I know many friends of mine who did MMC; they complained about the pain, there is 
bleeding and the discomfort with the procedure and that it takes a long time to heal. 
The findings from this study note the myths and misconceptions about MMMC arising from 
adverse events influence men’s attitudes towards MMC negatively. Participants were sceptical 
about the main, the bleeding and the healing period. 
This study is confirmed by other research finding concerns about adverse events. Gatwa (2009) 
notes that in spite of the far lower rates of adverse events associated with MMC carried out in 
a medical setting, this option continues to face considerable resistance among men. 
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The results from this study are consistent with other findings about why males resist MMC 
uptake. According to Herman-Roloff et al. (2011), adverse events were cited as the commonest 
barrier to the uptake of VMMC. The commonest adverse events highlighted by participants 
include pain, bleeding and delayed healing period as a barrier to undergo MMC. The fear of 
pain has also been recognised by the World Health Organization and UNAIDS as the main 
barriers to MMC uptake (WHO & UNAIDS, 2008). 
4.3.1.2 Challenges in the health system 
Participants described that they did not have confidence in the public health system and 
believed that not all public health staff were competent to deal with MMC-adverse events. 
Mostly young men referred to the increased number of litigation cases against the National 
Department of Health for medical malpractice and the negative attitude of nurses. Because of 
this belief, participants indicated they were not confident of receiving safe and good quality 
MMC services. Herman-Roloff et al. (2011) note that the attitude of clinic staff has also been 
reported to contribute to uptake MMC is South Africa and Kenya.  
The following response was gleaned from AM 2: 
There are many people who die at our clinics and hospitals every day for many reasons; 
we don’t go for MMC because we feel the clinic staff is incompetent and we might suffer 
complications if we do MMC.  
The lack of “male-friendly” health facilities transpired as another factor that contributed to 
men’s negative attitudes. Participants in both focus groups noted that health facilities catered 
for females and they would not like to discuss their health matters with a female health 
professional. Older men also remarked that they would not like to be grouped with younger 
men at the health facility. 
4.3.1.2 Abstinence 
The WHO (2012) recommends a 40-day post-circumcision abstinence period to be adopted by 
MMC programmes. A significant number of participants noted that the healing period post 
procedure was too long for them and represented significant hardship for them and their sexual 
partners. In some cases, men overestimated the abstinence period, assuming that it was likely 
to be much longer than 40 days. 
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4.3.1.3 Economic barriers 
Sixteen of the twenty participants were employed on a full-time or a part-time basis. These 
participants perceived that the six-week healing period represented an unwanted interruption 
in their earnings potential, especially for those who were the main income earners in the family. 
Participants remarked that it would be difficult to take time off work for MMC as they ran the 
risk of losing their jobs. They noted that if they had an adverse event, this risk would extend 
the healing period even further and place them at risk of losing income. Similar findings were 
found by Herman-Roloff et al. (2011), who found that concerns about delayed wound healing 
and prolonged time away from work are common barriers of male circumcision.  
4.3.1.4 Culture and religion 
Respondents from the focus-group discussion spoke of MMC as a practice that is in conflict 
with their cultural and religious beliefs. Participants expressed concern with adopting another 
culture if they decided to undergo MMC. In some cases, MMC was perceived to be part of a 
western culture.  
While younger participants acknowledged the benefits of MMC, they noted that the decision 
to circumcise was often influenced by the acceptance of their family and friends. Younger men 
still believed that getting the approval of elder males in their family was essential if one wished 
to be circumcised, and the consequences resulting from an unapproved circumcision could 
include being estranged from family, being forced to move off family land, and even dying. 
Similarly, according to Wambura et al. (2011), community mobilisation and open dialogue at 
community level are essential for the acceptance of male circumcision in a clinical setting. This 
community mobilisation must take place in a culturally sensitive manner to support both 
parents and their sons to accept and adopt this procedure.  
AM 2 unequivocally stated: 
It goes against the grain of my culture and religion. Our ancestors do not recognise 
this thing you call MMC. It is just wrong … 
4.3.1.5 HIV testing 
MMC is included as part of a comprehensive HIV prevention strategy that includes free HIV 
testing and counselling. Before men undergo MMC, being tested for HIV is a requirement. 
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For a significant number of respondents, HIV testing prior to MMC was a major barrier that 
triggered negative attitudes towards MMC. Many respondents, especially the older men, 
remarked that they feared an HIV-positive test result. The respondents admitted that they could 
not face the psychological effect of knowing the result of the test, and some considered the 
misinformation they received (or had) about HIV disheartening. The study highlights that HIV-
related stigma and discrimination result in increased levels of fear. Fear from the community, 
partners and peers was reported. Participants remarked that they would consider MMC if the 
HIV test were not required.  
The Gatwa (2009) study found that nearly half of the respondents regarded HIV testing before 
the procedure as the reason for not wanting to be circumcised. This coincides with the above 
assertion that fear of HIV results make men resistant to accepting to be circumcised. MMC 
(PM 4) responded as follows:  
Men come for testing, but they do not return for their HIV test results and don’t come 
back for MMC, this is a problem because we don’t follow them up. 
We don’t have systems for follow up in place, so we lose the men after testing. 
4.3.1.6 Social influences for MMC (peers, partners) 
In addition to the factors that contribute to the low uptake of MMC, participants described two 
factors that would influence their decision-making regarding MMC. These include the opinions 
of their sexual partners and their peers. 
The decision to circumcise would be influenced by peers if they heard more about positive 
experiences regarding MMC. In the case of peers, participants indicated that their peers should 
not only share their experiences about the positive effects of MMC, but also be open and honest 
about the pain, discomfort and healing period. Older men indicated that if their partners spoke 
to them about MMC, it would influence their decision to undergo MMC. However, one older 
man had a different perspective and shared a concern that, given their age, they could not 
discuss MMC with partners. 
AM 2: 
 I would not listen to my partner if she discussed MMC with me, I will make up my own 
mind to consider MMC.  
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4.3.1.7 Circumcision-related stigma  
Stigma related to being uncircumcised mostly had negative connotations. Participants felt 
increased pressure by the mass media and their peers to adopt MMC. They often reported being 
ridiculed, laughed at, and not belonging to their community. However, this stigma did not 
convince the men to be circumcised.  
A number of participants expressed the need to use condoms to disguise the fact that they were 
uncircumcised. A young man highlighted that women were more accepting of using condoms 
and therefore they used that as a way of dealing with not being circumcised. 
One older male in the focus group agreed with MMC-related stigma by explaining: 
AM 1: 
MMC is for the young people and they should be doing it, they should not expect us to 
do it and leave us alone, we are fine the way we are. 
By extension, participants also expressed a fear that women considered them undesirable and 
sexually less satisfying. As a result, the respondents said they lied about being circumcised in 
order to protect themselves from being stigmatised and ridiculed. Participants highlighted that 
they would not engage in certain sexual activities that would expose that they were not 
circumcised.  
In the next section specific challenges faced by the MMC programme is highlighted. 
4.3.2 In-depth individual interviews with programme managers  
The NDoH and development partners provide staff and resources to drive the scale-up of the 
MMC programme. This includes providing overall monitoring and evaluation and political 
support to achieve the scale-up of the programme and reaching the MMC targets as set out by 
the NDoH. At provincial level, the programme is funded and implemented by government and 
development partners. As stakeholders have scaled up MMC services throughout South Africa, 
a number of challenges have been identified.  
4.3.2.1 Demand generation activities/strategies 
There is currently no national demand creation strategy in place as noted by provincial and 
national programme managers. As a result, each implementing partner operates independently, 
with limited coordinated, national efforts to increase demand. For example, there are no 
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specific strategies for targeting older men to increase MMC uptake. Community healthcare 
workers are not sufficiently capacitated to perform age-specific demand creation for MMC. In 
each case, the lack of a coordinated strategy results in missed opportunities and inefficient 
approaches to demand creation. 
4.3.2.2 Information systems management 
Standardised tools to measure the effectiveness of the programme as well as how these affect 
the uptake of MMC, are not in place. This includes addressing issues of data collection, data 
quality and using data to inform MMC programme planning and decision-making. 
4.3.2.3 Human capital 
The MMC programme is human-resource intensive. Human resources represent the largest 
proportion of all MMC delivery costs. Currently there is only limited success in shifting MMC 
tasks away from clinical staff, who are already very limited (e.g. medical doctors) to staff who 
are more available (e.g. nurses). In an effort to improve MMC coverage, partnerships with 
medical practitioners and development partners is required to assure that a task-shifting 
strategy can be implemented.  
4.3.2. Programme integration and coordination 
Given that MMC is part of an HIV prevention package at primary healthcare level, there should 
be more integration across programmes and services offered at primary healthcare level. 
Community caregivers should be considered for MMC demand generation activities to 
improve the uptake of MMC. Community caregivers understand the communities they live and 
work in and can be used more effectively. 
There also needs to be better coordinate between national and provincial programmes. For 
example, many provincial programme managers indicated that the MMC programme targets 
for provinces were unrealistic. This has directly influenced the number of MMC performed. 
The target does not take into account the provincial and district dynamics and priorities as well 
as leadership of the programme. 
4.3.2.5 MMC programme leadership 
The leadership of the MMC programme varies across provinces. This impact of leadership on 
programme performance in particular was noted by the national programme managers. In 
addition, provincial programme managers shared the sentiment that they should be more 
44 
 
actively involved/engaged in the leadership of the programme. This included being part of 
decision making in target setting and evaluating the programme.  
4.3.2.6 Resource allocation 
Programme mangers noted that specific resources are not allocated to demand creation 
activities. This should particularly target demand creation for specific age groups. Additional 
financial and human resources are therefore required for the specific programmes to ensure 
that the MMC targets are met. 
4.3.2.7 Additional factors limiting uptake 
In addition to the programmatic barriers listed above, programme managers were also asked to 
summarise why they believed men did not pursue MMC services. The objective in asking this 
question was to assess if the factors were similar between programme managers and clients. 
The main reasons noted by programme managers clarifying why uptake had not been more 
successful were culture, religion, lost income, pain and fear. 
MMC (PM1) responded as follows:  
Men run away from MMC because of the cutting and they dread the pain associated 
with the procedure and it disrupts their everyday activities. 
4.4 SUMMARY 
Table 4.1 below summarises the factors that are likely to be barriers to MMC uptake, as 
perceived by the uncircumcised men themselves and by the MMC programme managers. 
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Table 4.1: Perceived barriers to mmc uptake 
Adult Males (20-39) Programme Managers 
Fear of pain and adverse events Pain, fear 
Challenges in the health system  
Abstinence  
Economic barriers Lost income 
Culture and religion Culture, Religion 
HIV testing  
Lack of social support  
MMC is for younger men  
Being grouped with younger men in MMC 
services 
 
Negative clinical staff attitudes  
Stigma  
 
The table above illustrates that the perceived barriers are much more complex for the 
uncircumcised men themselves, compared to the MMC programme managers. For example, 
the programme managers did not indicate that they perceived a problem with negative attitudes 
of clinical staff. They also did not perceive that older men wanted separate services or that all 
the men indicated a preference for male clinical staff. Post-surgery abstinence was also not 
perceived as a major barrier by programme managers, but this was identified as a significant 
concern by the men themselves. The only factors that were common between the two groups 
were the recognition that pain, fear, concerns about lost income, culture and religion were 
perceived as barriers. 
In Chapter 5, the recommendations (guidelines) to increase informed demand for and uptake 
of MMC services are discussed.  
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CHAPTER 5: SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 
5.1 INTRODUCTION 
The previous chapter reported on the results provided by adult uncircumcised males and MMC 
programme managers. Conclusions and recommendations (strategies) based on the literature 
and empirical studies are discussed below. 
5.2 SUMMARY 
Focus-group discussions and individual in-depth interviews were conducted with adult men 
between 20 and 39 years old and provincial and national programme managers, respectively. 
The study results provide information about the factors that influence the low uptake of MMC, 
both from a demand side (the potential MMC clients) and the supply side (the service 
providers). The information collected is of use to the national, provincial and district MMC 
programmes, as it clarifies some of the perceptions and misperceptions that predominate among 
uncircumcised men. Furthermore, it provides data that will assist MMC programme managers 
to develop appropriate, context-specific and innovative strategies that address the barriers that 
contribute to the low uptake of MMC amongst men. 
The study highlights the concerns that drive men’s negative attitude towards MMC. The most 
commonly cited barriers identified by uncircumcised men and by programme managers were 
the fear of pain. Exaggerated concerns about the risks of excessive pain (during and after the 
procedure), adverse events, bleeding and the time to recuperate after the procedure all appear 
to contribute to the low uptake of MMC. MMC communication strategies should consider 
addressing these misconceptions through providing accurate, context-specific information 
about MMC. 
The data also highlight that culture and religion play a significant role in MMC decision-
making. As uncircumcised men reported, religious and traditional leaders play a very 
influential role in their lives, especially among younger men. Engaging traditional and religious 
leaders to disseminate accurate information on MMC and facilitate dialogue to address 
misconceptions could go a long way towards addressing the barriers that contribute to the low 
uptake of MMC.  
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Uncircumcised men also noted that the fear of an HIV test represents a significant barrier to 
the uptake of MMC services. It was noted that people living with HIV still face prejudice, 
negative attitudes and abuse in communities. The possibility of an HIV-positive test and the 
stigma and discrimination related to it remains a major concern for potential MMC clients. This 
negative attitude about HIV tests is often aggravated by the attitudes of peers, family and 
partners. 
The South African health system contends with many challenges. Perceptions of poor service 
quality, incompetent staff and negative staff attitudes were highlighted in the study. Addressing 
the health system challenges through improved management, leadership and governance 
initiatives at the district level can contribute to changing perceptions of the health care system. 
The population of South Africa is a culturally and linguistically diverse nation. The study 
revealed the importance of prioritising language access of MMC communication materials. 
MMC is a critical component of South Africa’s HIV prevention strategy and therefore the 
benefits of MMC need to be communicated in a way that respects the diversity of languages in 
the country.  
Not all the concerns raised by the uncircumcised males were necessarily misperceptions or 
exaggerated concerns. As previously noted, men were concerned that health services were not 
male-friendly and did not provide separate services for younger and older men. These concerns 
could be addressed directly by assuring that services are appropriately targeted toward all men.  
Incorporating these findings into both national communication campaigns and local outreach 
efforts is likely to improve demand for MMC services. These campaigns need not only address 
misconceptions, but also reinforce positive messages from peers and traditional leaders. 
Programmatically, MMC services can benefit greatly from improved management information 
systems at all levels of the programme. This will contribute to evidence-based decision-making 
and management of the MMC programme that can improve the scale-up, progress, impact and 
effectiveness of the MMC programme. 
Demonstrative leadership is required from the Department of Health to provide strategic 
direction, facilitate innovation, explore various approaches to generate demand for older men 
and enable facilities to cater for the needs of older men in communities. 
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5.3 CONCLUSION 
The research findings highlight that decision-making for MMC is influenced by a number of 
important real and perceived factors. These include myths and perceptions interwoven with 
other social and structural factors, including false beliefs, negative experiences, fears and 
challenges with poor service provision (George et al., 2014; WHO, 2013).  
Developing strategic demand creation efforts that improve the uptake of MMC amongst older 
men through interventions that address the misconceptions and myths about MMC, cultural 
and religious sensitivities can strengthen the implementation of the programme. 
This is further emphasised in the UNAIDS prevention GAP report (2016) that clearly identifies 
the need to promote MMC as part of a core package of health services for men and boys, using 
approaches that are tailored for various age groups and locations, and addresses myths and 
misconceptions about MMC.  
The MMC programme brings together a range of stakeholders that support the policy, 
programme, implementation, research and evaluation of the MMC programme. Hankins, 
Forsythe and Njeuhmeli (2011) postulate that strong political leadership, country ownership 
and stakeholder engagement, along with effective demand creation, community mobilisation 
and human resource deployment are essential for scaling up an MMC programme. This study 
further adds understanding to some of the issues that affect the uptake of MMC, represents a 
significant contribution to the knowledge base and helps to achieve the ambitious targets of 
South Africa’s MMC programme. 
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5.4 RECOMMENDATIONS 
5.4.1 Age-specific targeting of MMC demand creation 
The uptake of MMC for men aged 20-39 is low. The demand for MMC amongst men aged 20-
39 should be increased through age-specific targeted MMC demand creation activities. This 
will be advantages for the scale-up of MMC in older age groups.  
5.4.2 Improved programme management 
The MMC programme is supported by the National Department of Health and Development 
partners. Various donors and the Government of South Africa promote MMC services in South 
Africa, despite having limited resources available for scaling up this programme. Therefore the 
capacity of government (national, provincial, district) needs to be strengthened to better 
manage and coordinate the MMC programme and avoid duplication of efforts. 
5.4.3 Improve demand creation efforts 
Communication materials that address the factors that influence social norms and behaviours 
amongst older men should be adopted. Communication materials should reflect context-
specific dynamics like language, cultural and religious beliefs to ensure responsiveness to the 
needs of MMC audiences. The specific context and the demographical characteristics should 
inform the demand-creation strategies. 
5.4.4 Addressing communities effectively 
Understanding and meeting the needs of communities are important to increase the demand for 
MMC. It is important to understand the reasons that contribute to the low uptake of MMC so 
that demand creation activities are tailored towards men of different ages to improve 
acceptability for MMC.  
5.4.5 Address socio-cultural concerns 
An extensive range of socio-cultural issues has emerged from the study. Addressing socio-
cultural issues culture and religion plays an important role in deciding to undergo MMC. This 
will provide an opportunity to communicate accurate information about the intervention. 
Culture and religion were shown to have a great influence on decision-making regarding MMC. 
Cultural and religious leaders should be engaged to address these barriers in order to improve 
acceptability of MMC and address the misconceptions of MMC. 
50 
 
  
51 
 
REFERENCES  
 
Auvert, B., Taljaard, D., Lagarde, E., Sobngwi-Tambekou, J., Sitta, R. & Puren, A. 2005. 
Randomized, controlled intervention trial of male circumcision for reduction of HIV infection 
risk. PLoS Med, 2(11):1112-1122. 
Banerjee, A. & Suprakash, C. 2010. Statistics without tears: Populations and samples. Journal 
of Industrial Psychology, 19(1): 60-65. 
Bandura, A. 1994. Social foundations of thought and action. A social cognitive theory. Upper 
Saddle River, NY: Prentice- Hall. 
Bertrand, J.T., Njeuhmeli, E., Forsythe, S., Mattison, S.J., Mahler, H. & Hankins, C.A. 2011. 
Voluntary medical male circumcision: A qualitative study exploring the challenges of costing 
demand creation in Eastern and Southern Africa. PLoS ONE, 6 (11): 1-8. 
 Best, J. & Khan, J. 2003. Research in education. Boston: Pearson Education Company. 
Carrasco, M.A., T.Q., Nguyen, F.G., Genari. M.R. & Kaufman, M. 2016. Low uptake of 
Voluntary Medical Male MMC circumcision among high risk men in Malawi. Poster presented 
at the 21st International AIDS Conference, Durban, South Africa. 2016. 
Chinkhumb, J., Godlonton, S. & Thornton, R.  2014. The demand for medical male 
circumcision. American Economic Journal: Applied Economics, 6 (12):152-177. 
Chiringa, I., Ramathuba, D., Nteseni, S. & Mashau, M. 2016. Factors contributing to the low 
uptake of medical male circumcision in Mutare Rural District, Zimbabwe. African Journal of 
Primary Health Care & Family Medicine, 8 (2): 1-6. 
Clarke, A.M. & Jack, B. 1998. The benefits of using qualitative research. The Professional 
Nurse, 13(12):845-847. 
Cohen, L., Manion K. & Morrison, K. 2007. Research methods in education. New York: 
Routledge. 
Creswell, J.W. 2009. Research design. Qualitative, quantitative and mixed methods 
approaches. London: SAGE. 
52 
 
Curran, K., Njeuhmeli, A., Dickson, K., Adamu, T., Cherutich, P. & Santon, D. 2011. 
Voluntary medical male circumcision: strategies for meeting the human resource needs of 
scale-up in southern and eastern Africa. PLoS Medicine, 8 (11): 1-8. 
Dankie, B. & Leboga, K.A. 2015. Voluntary medical male circumcision in SA: Accelerated 
HIV prevention. PowerPoint presentation presented at 7th South Africa AIDS Conference, 
Durban. 2015. 
De Vaus, D., A. 2001. Research design in social research. London: SAGE. 
De Vos, A.S., Strydom, H. & Delport, C.S. 2005. Combined quantitative and qualitative 
approach in research at grass roots for the social sciences and human service professions. 
Pretoria: Van Schaik.  
Evens, E., Lanham, M., Hart, C., Loolpapit, M., Oguma, I. & Obiero, W. 2014. Identifying and 
addressing barriers to uptake of voluntary medical male circumcision in Nyaza, Kenya among 
men 18-35: A qualitative study. PLoS ONE, 9 (6):18-35. 
Exavery, A., Kanté, K., Tani, K., Hingora, A. & Phillips, J. 2015. Sociodemographic drivers 
of multiple sexual partnerships among women in three rural districts of Tanzania. Journal of 
HIV/AIDS Auckland, 7 (9):105-113 
Fergusson, D.M., Boden, J.M. & Harwood, L.J. 2007. Circumcision status and risk of sexually 
transmitted infection in young adult males: An analysis of a longitudinal birth cohort. Journal 
of Paediatrics, 118(5):71-77. 
Gauteng Department of Health. Annual report. 2015-2016. Progress on key indicators. 
Marshalltown, Johannesburg.  
Geldsetzer, P, Humair, S., Bloom, D.E. & Barnighausen, T. 2015. Benefits and costs of the 
HIV/AIDS targets for the post-2015 development agenda. Post-2015 Consensus. Working 
paper.  
George, G., Strauss, M., Chirawu, P., Rhodes, B., Frohlich, J., Montague C. & Govender, K. 
2015. Barriers and facilitators to the uptake of voluntary medical male circumcision (MMC) 
among adolescent boys in KwaZulu-Natal, South Africa. African Journal of AIDS Research, 
13(2): 179-187  
53 
 
Given, L. 2008. The Sage encyclopaedia of qualitative research methods. Retrieved from 
http://www.sagepub.com/refbooks/Book229805 Accessed: February 2015. 
Gwata, F. (2009) Traditional male circumcision: What is its socio-cultural significance among 
young Xhosa men? CSSR Working Paper No. 264. Science and Innovation Unit of the Human 
Sciences Research Council (HSRC). Retrieved from https://open.uct.ac.za/ 
bitstream/item/22586/Gwata_Traditional_male_2009.pdf?sequence=1 Accessed February 
2017. 
Hankins, C., Forsythe, S. & Njeuhmeli, E. 2011. Voluntary medical male circumcision. An 
introduction to the cost, impact, and challenges of accelerated scaling up. PLoS Med, 8(11): 1-
8. 
Hatzold, K., Mavhu, W., Jasi, P., Chatora, K., Cowan, F., Taruberekera, N., Mugurungi, O., 
Ahanda. K. & Njeuhmeli, E. 2014. Barriers and motivators to voluntary medical male 
circumcision uptake among different age groups of men in Zimbabwe. Results from a mixed 
methods study. PLoS ONE, 9 (5):1-7. 
Health Policy Initiative. 2009. Male circumcision decision-makers’ program planning tool. 
Retrieved from https://www.malecircumcision.org/resource-bundle/male-circumcision-
decision-makers%E2%80%99-program-planning-tool-dmppt Accessed August 2015.  
Health Policy Project. 2014. Estimating the effects of targeting voluntary medical male 
circumcision programs to different age groups: The decision maker’s program planning 
toolkit. Retrieved from http://www.healthpolicyproject.com/index.cfm?ID=publicationsget= 
pubID&pubID=763 Accessed August 2015. 
Herman-Roloff, A., Llewellyn, E., Obiero, W., Agot, K., Ndinya-Achola, J., Muraguri, K. & 
Baily, N. 2011. Implementing voluntary medical male circumcision for HIV prevention in 
Nyanza Province, Kenya. Lessons learned during the first year. PLoS ONE, 6 (4): 1-7. 
Hewett, P., Haberland, N., Apicella, L. & Mensch. B. 2012. The (mis)reporting of male 
circumcision status among men and women in Zambia and Swaziland: A randomized 
evaluation of interview methods. Retrieved from https://www.ncbi.nlm.nih.gov/pmc/articles/ 
PMC3358314/pdf/pone.0036251.pdf Accessed January 2017. 
Hilal, H. & Alabri, S. 2013. Using Nvivo for data analysis in qualitative research. International 
Interdisciplinary Journal of Education, 2(2):181-186. 
54 
 
Jeanfreau, S.G. & Jack, L. 2010. Appraising qualitative research in health education: 
Guidelines for public health educators. Health Promotion Practice 11(5): 612-617. 
Joint United Nations Programme on HIV/AIDS. 2001. UNAIDS World AIDS Day Report. 
Retrieved from http://www.unaids.org/sites/default/files/mediaasset/JC2216WorldAIDSday 
report_2011_en_1.pdf Accessed November 2015. 
Justman, J., Goldberg, A., Reed, J., Bock, N., Njeuhmeli, E. & Goldzier, A.T. 2013. Adult male 
circumcision: reflections on successes and challenges. PubMed, 2(5): 140-143. 
Kalichman, S.A. 1998. Preventing AIDS: A sourcebook for behavioural interventions. London: 
Lawrence Erlbaum Associates. 
Kebaabetswe, P., Lockman, S., Mogwe, S., Mandevu, R., Thior, I., Essex, M. & Shapiro, R.L. 
2003. Male circumcision: an acceptable strategy for HIV prevention in Botswana. Journal of 
Sexually Transmitted Infection, 79 (3): 214-219. 
Kripke, K., Chen, P., Vazzano, A., Thambinayagam, A., Pillay, Y., Loykissoonal, D., 
Bonnecwe, C., Barron, P., Kiwango, E., Castor, M. & Njeuhmeli, E. 2016. Cost and impact of 
voluntary medical male circumcision in South Africa: Focusing the program on specific age 
groups and provinces. PLoS ONE, 11(7): 1-13.  
Lambert, V.A. & Lambert, C.E. 2014. Qualitative descriptive research. An acceptable design. 
Pacific Rim International Journal of Nursing Research, 16 (4):1-3. 
Ledikwe, J., Nyanga R., Hagon, J., Mpofu M., Grignon, J. & Semo, B. 2014. Scaling-up 
voluntary medical male circumcision – what have we learned. Journal of HIV/AIDS Auckland, 
N.Z, 6 (5):139-146. 
Lissouba, P., Taljaard, D., Doyle, S., Shabangu, D., Nlapo, C. & Auvert, B. 2010. A model for 
the roll-out of comprehensive adult male circumcision services in African low-income settings 
of high HIV incidence. PLoS Medicine, 7(7): 1-9. 
Marshall, C. & Rossman, G. 1990. Designing qualitative research. Newbury Park: Sage 
Publications.  
Medical Male circumcision media and Information Hub. 2016. Retrieved from 
http://www.mmcinfo.co.za/partners Accessed October 2016. 
55 
 
Merriam, S.B. 1998. Qualitative research and case study applications in education. San 
Francisco: Jossey-Bass. 
Mpahlele, R.E. 2009. Decade of educational change: Grounded narratives of school principals. 
Unpublished PhD thesis. University of Pretoria, Pretoria.  
Mwandi, Z., Murphy, A., Reed, J., Chesang, K., Njeuhmeli, E., Agot, K. & Bock, N. 2011. 
Voluntary medical male circumcision: Translating research into the rapid expansion of services 
in Kenya, 2008-2011. PLoS Medicine, 8(11): 1-6. 
National AIDS Commission. 2012. Malawi Voluntary Medical Male Circumcision 
Communication Strategy, 2012-2016. Lilongwe. 
National Department of Health. 2012. Implementation plan for the scale-up of medical male 
circumcision programme in South Africa: 2011/12-2015/16. Pretoria. 
National Department of Health. 2015. South Africa costed operational plan, 2015-2019. 
Pretoria. 
National Department of Health. 2015. Joint review of HIV, TB and PMTCT Programmes in 
South Africa. Pretoria. 
Nieuwoudt, S., Frade, S., Rech, D. & Taljaard, D. 2012. Uncovering the “dirt” on demand 
creation for medical circumcision. Johannesburg: Centre for HIV and AIDS and Prevention 
Studies. 
Njeuhmeli, E., Forsythe, S., Reed, J., Opuni, M., Bollinger, L., Heard, N., Castor, D., Stover, 
J., Timothy Farley, T., Menon, V. & Hankins, C. 2011. Voluntary medical male circumcision: 
Modelling the impact and cost of expanding male circumcision for HIV prevention in Eastern 
and Southern Africa. PLoS Medicine, 8(11):1-15. 
Peltzer, K., Onoya, D., Makonko, E. & Simbayia, L. 2014. Prevalence and acceptability of 
male circumcision in South Africa. Human Sciences Research Council, Cape Town, South 
Africa. Retrieved from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4202407/pdf/ 
AJT1104-0126.pdf  Accessed April 2015. 
 
56 
 
Plotkin, M., Castor, D., Mziray, H., Küver, J., Mpuya, E., Luvanda, P., Hellar, A., Curran, K., 
Lukobo-Durell, M., Ashengo, T. & Mahler, H. 2013. Global health science. Practice and 
science man, what took you so long?’ Social and individual factors affecting adult attendance 
at voluntary medical male circumcision services in Tanzania. Journal of Global Science 
Practice, 1(1):108-116. 
Republic of South Africa. 2014. Global Aids response progress report. Retrieved from 
http://www.unaids.org/sites/default/files/country/documents//file,69086,es..pdf Accessed 
November 2016. 
Salkind, N.J. 2010. Encyclopaedia of research design convenience sampling. Retrieved from 
http://www.pdx.edu/usp/sites/www.pdx.edu.usp/files/USP654_201104.pdf Accessed 
February 2015. 
Saunders, M., Lewis, P. & Thornhill, A. 2009. Research methods for business students. 
Harlow, United Kingdom: FT Prentice Hall. 
Sgaier, S.K., Reed, J.B., Thomas, A. & Njeuhmeli, E. 2014. Achieving the HIV prevention 
impact of voluntary medical male circumcision: lessons and challenges for managing 
programs. PLoS Medicine, 11(5): 1-9. 
Sgaier, S., Reed, J., Sundaram, M., Brown, A., Djimeu, E. & Ridzon, R. 2016. Interventions to 
drive uptake of voluntary medical male circumcision – a collection of impact evaluation 
evidence. JAIDS Journal of Acquired Immune Deficiency Syndromes, 72(1):257-261. 
Shisana, O., Rehle, T., Simbayi, L., Zuma, K., Jooste, S., Zungu, N., Labadarios, D. & Onoya, 
D. 2014. South African National HIV prevalence, incidence and behaviour survey. Cape Town: 
HSRC Press. 
South African National AIDS Council. 2012. Progress report on the national strategic plan 
for HIV, TB AND STIs 2012–2016. Pretoria. 
South African National AIDS Trust. 2015. Progress on key indicators, Gauteng Provincial 
Strategic Plan for HIV, TB AND STIS (2012 2016). Gauteng Provincial Government Council.  
Statistics South Africa. 2013. South Africa mid-year population estimates. Retrieved from 
http://www.statssa.gov.za/publications/P0302/P03022013.pdf  Accessed June 2015. 
57 
 
Strydom H. 2005. Ethical aspects of research in the social sciences and human services 
professions. In De Vos, A.S., Strydom H., Fouché C.B. & Delport C.S.L. (eds.), Research at 
grass roots: For the social sciences and human service professions (2nd ed). Pretoria: Van 
Schaik Publishers. 
Trochim, W.M. 2006. Research methods knowledge base. Retrieved from http://www.social 
researchmethods.net/kb Accessed January 2015. 
The Joint United Nations Programme on HIV and AIDS (UNAIDS). 2007. Male circumcision: 
global trends and determinants of prevalence, safety and acceptability. Retrieved from 
http://www.unaids.org/sites/default/files/media_asset/jc1360_male_ circumcision_en_2.pdf 
Accessed November 2016. 
The Joint United Nations Programme on HIV and AIDS (UNAIDS) 2011. Joint Strategic 
Action Framework to Accelerate the Scale-Up of Voluntary Medical Male Circumcision for 
HIV Prevention in Eastern and Southern Africa. Retrieved from http://www.unaids.org/ 
sites/default/files/en/media/unaids/contentassets/documents/unaidspublication/2011/JC2251_
Action_Framework_circumcision_en.pdf Accessed March 2015. 
The Joint United Nations Programme on HIV and AIDS (UNAIDS). 2013. Global report: 
UNAIDS report on the global AIDS epidemic 2013. Geneva. 
The Joint United Nations Programme on HIV and AIDS (UNAIDS) 2014. The Gap Report. 
Retrieved from http://wwww.unaids.org/en/media/unaids/contentassests/documents/unaids 
publication/2014/UNAIDS-Gap-reporten.pdf Accessed October 2016. 
The Medical Male Circumcision media and information Hub. 2015. MMC programme in South 
Africa. Retrieved from http://www.mmcinfo.co.za/partners Accessed February 2015. 
The World Bank. 2012. World Bank support for achieving voluntary medical male 
circumcision targets. Available from https://www.marecircumsison.org Accessed March 2015. 
Twycross, A. & Shields, L. 2004. Validity and reliability – what's it all about? Journal of 
Reliability in Quantitative Studies. Paediatric Nursing, 16 (9) 1-2. 
Wambura, M., Mwanga, J., Mosha, J., Mshana, G., Mosha, F. & Changalucha, J. 2011. 
Acceptability of medical male circumcision in the traditionally circumcising communities in 
Northern Tanzania BMC Public Health, 11(373) 1-8. 
58 
 
Weiss, H., Hankins, C. & Dickson, K. 2009. Male circumcision and risk of HIV infection in 
females: A systematic review and meta-analysis. The Lancet Infectious Diseases, 9(11):669-
77. 
Welman, C., Kruger, F. & Mitchell, B. 2005. Research methodology. Cape Town: Oxford 
University Press. 
Westercamp, N. & Baily, R.C. 2007. Acceptability of male circumcision for prevention of 
HIV/AIDS in sub-Saharan Africa: A review. Journal of AIDS and Behaviour, 11(3): 341–355. 
Wong, L.P. 2008. Data analysis in qualitative research: A brief guide to using Nvivo. The 
Journal of the Academy of Family Physicians of Malaysia, 3(1): 14–20. 
WHO and UNAIDS. 2007. Technical consultation on male circumcision and HIV prevention. 
Research implications for policy and programming. Retrieved from http://whqlibdoc. 
who.int/publications/2007/9789241595988_eng.pdf  Accessed June 2014. 
WHO and UNAIDS. 2008. Operational guidance for scaling up male circumcision services 
for HIV prevention. Retrieved from http://www.who.int/hiv/pub/toolkits/Male%20 
Circumcision Accessed December 2016. 
World Health Organization. 2012. Voluntary medical male circumcision in South Africa: 
Program update, identified gaps, and quick wins. Retrieved from http://www.who.int/hiv/ 
topics/malecircumcision/factsheet/en/ Accessed March 2015. 
World Health Organization. 2015. Progress brief. Voluntary medical male circumcision for 
HIV prevention in 14 priority countries in East and Southern Africa. Retrieved from: 
http://www.who.int/hiv/pub/malecircumcision/brief2015/en/ Accessed April 2015. 
World Health Organization 2015. Voluntary medical male circumcision for HIV prevention in 
14 priority countries in East and Southern Africa. Geneva Switzerland 
Yin, R. 2014. Case study research (5th ed). London: Sage. 
Zimmerman, E., Woolf, S. & Haley, A. 2012. Population health: Behavioural and social 
science insights understanding the relationship between education and health. IOM Roundtable 
on Population Health Improvement. Virginia Commonwealth University. 
 
